MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE
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SECTION IXI - Additional Preauthorization Information

Referring Provider

W K. S B . -

Name

Rendering Provider

i

N I S NN AN N

Name

Address

Address

Diagnosis Codes: 1

Dates of Service: From:

Telephone ( )

Thru:

SECTION IV ~ Preauthorization Line

Item Information

CODE MOD1 MOD2
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SECTION V - Specific Program Preauthorization Information

Please attach correspondence which includes but is not 1lMLtEd to the following:
A. Complete Narrative Justification for procedure(s)

B. Brief history and physical examination
C. Result of pertinent ancillary studies if applicable

D. Pertinent medical evaluations and consultations if applicable
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SUBMIT TO:

DOCUMENT CONTROL NUMBER
(STRMP HERE)

Division of Claims Processing
P.0O. Box 17058
Baltimore, Maryland 21203

Program Systems and Operations Administration



